Introduction {#Sec1}
============

In previous research it has been found that both adolescent depression and maternal depression symptoms are positively associated with one another and both are also negatively associated with adolescent and maternal perceived relationship quality \[[@CR1], [@CR2]\]. Additionally, adolescent and maternal perceived negative relationship quality, in turn, has found to be associated with adolescent depression symptoms \[[@CR3]\]. This applies not only to conflict being a risk factor for increasing depression symptom severity in adolescents \[[@CR4], [@CR5]\], but also to support, which buffers against adolescent depression symptom initiation and depression symptom severity \[[@CR6]\]. In the study of interpersonal theories of adolescent depression \[[@CR7]--[@CR9]\], perceived relationship quality between the adolescent and his/her mother has been examined and these studies have shown maternal depression to be positively associated with adolescent and maternal perceived conflict \[[@CR10]--[@CR13]\] and that maternal support buffers against the negative effects of depression symptoms \[[@CR14]--[@CR16]\]. Furthermore, several studies have shown that a mother's depression symptom severity has been shown to strengthen her adolescent's depression symptom severity \[[@CR17], [@CR18]\]. Taken together, these findings demonstrate that adolescent and maternal perceived relationship quality and adolescent and maternal depression symptoms have a significant association with one another. These findings of previous studies have important implications not only for our theoretical understanding of the associations between depression and perceived relationship quality in families, but also for clinical practice which focuses on improving perceived relationship quality in the treatment of adolescent depression, such as Interpersonal Psychotherapy for Depressed Adolescents (IPT-A; \[[@CR19]\]).

Perceived relationship quality has an important impact on adolescent depression. As was noted in a review of the literature that focused on adolescent and mother depression in interpersonal relationships: "Although disturbed relationships between depressed persons and their families cannot be reduced to the dysfunction of the depressed person, focusing attention on the way depressed individuals interact with key people in their lives may shed some light on the way they affect and are affected by each other." (\[[@CR20]\] p. 397). They suggest that studies that focus on the interpersonal relationship between depressed adolescents and their mothers can help to identify maladaptive patterns which will advance our theoretic knowledge of interpersonal theories of adolescent depression. By studying perceived relationship quality (such as conflict and support) longitudinally, the patterns in which conflict and support affect adolescent depression maintenance can be seen. It is with this specific knowledge that inventions such as IPT-A will be able to develop and "offer specific techniques to modify maladaptive social behaviors \[such as conflict\] that maintain depression" (p. 403). Additionally, the buffering effects of support against adolescent depression can also be incorporated into inventions such as IPT-A. Moreover, as these same authors note, this knowledge ultimately informs the development of prevention programs for adolescent depression.

However, until now, little attention has been given to longitudinally examining both adolescent and maternal conflict and support with the same mother and adolescent cohort to be able to examine the prospective nature of the observed associations with adolescent and maternal depression symptoms. Additionally, previous perceived relationship quality studies have focused on either support or conflict, but not both, and generally only measured either the adolescent's depression symptoms or the mother's depression symptoms. The only study that examined both mother and adolescent judgements of support and conflict in their interpersonal relationship in relation to adolescent depression symptoms was conducted by Sheeber et al. \[[@CR21]\]. This study \[[@CR21]\] found that conflict was positively associated, and support negatively associated, with adolescent depression symptoms at baseline and a year later.

We should also note that maternal depression symptoms were not included in the Sheeber study \[[@CR21]\]. Therefore, in this study, we will go further by also including maternal depression symptoms. Additionally, the Sheeber study only focused on one year in an adolescent's life in a diverse age group ranging from 14 to 20 years of age. In this study we have employed a more homogenic group that is primary composed of 11 to 12-year-olds and followed them for a 6-year period (until they were 17 to 18 years of age respectively). Finally, the Sheeber study combined both the adolescent's and mother's judgement of conflict into one latent variable; the same was also done for support. However, we examined the adolescent's and mother's judgement of conflict as individual variables to examine what their individual associations are with maternal depression symptoms and adolescent depression symptoms, respectively; the same was also done for support.

In light of the findings of the aforementioned studies, we hypothesized that adolescent and maternal conflict have positive longitudinal associations with adolescent and maternal depression symptoms, whereas adolescent and maternal support have negative longitudinal associations with adolescent and maternal depression symptoms. Furthermore, we also hypothesized that adolescent and maternal depression symptoms have positive longitudinal associations with adolescent and maternal conflict, and adolescent and maternal support have negative longitudinal associations with adolescent and maternal support. In other words, we hypothesized that adolescent and maternal perceived conflict, and adolescent and maternal depression symptoms will have a bidirectional and positive association with one another. Additionally, we hypothesized that adolescent and maternal perceived support, and adolescent and maternal depression symptoms will have a bidirectional and negative association with one another.

In this study, we used structural equation modeling (SEM) to be able to examine the longitudinal associations between adolescent and maternal depression symptoms, adolescent-reported quality of the mother--adolescent relationship, and maternal-reported quality of the mother--adolescent relationship in one and the same statistical model. Specifically, we tested separate models for negative and positive aspects of relationship quality: one for conflict and one for support. The reason for analyzing two models, and not one latent factor model comprised of both conflict and support, is because previous studies have demonstrated that support and conflict are two distinct aspects of relationship quality and not simply one construct with a continuum ranging from support to conflict \[[@CR22], [@CR23]\]. Finally, in our models we included adolescent gender as a potential covariate. The reason for doing this is because depression prevalence rates are higher among female adolescents than among males \[[@CR24]\].

In summary, we hypothesized that adolescent and maternal perceived conflict and adolescent and maternal depression symptoms will have bidirectional and positive associations with one another. Additionally, we hypothesized that adolescent and maternal perceived support and adolescent and maternal depression symptoms will have bidirectional and negative associations with one another.

Method {#Sec2}
======

Participants {#Sec3}
------------

Participants in this 6-year longitudinal community study were 497 adolescents (57% boys; 96% were either 12 or 13 years of age at T~1~; *M*~age~ T~1~ = 13.03 years, *SD*~age~ T~1~ = 0.46) and their mothers (*M*~age~ T~1~ = 44.41, *SD*~age~ T~1~ = 4.45). Participants were part of the ongoing RADAR-Y (Research on Adolescent Development and Relationships-Young cohort) study \[[@CR25]\]. All adolescents identified themselves as ethnic Dutch and attended the first year of high school at the start of the study. The majority of adolescents lived in intact two-parent families (85.2%) at the start of the study. Furthermore, based on parents' job level, 10.8% of the families were characterized by low SES.

Sample attrition was low over time, with 426 adolescents (85.7% of original sample of 497) and 420 mothers (84.5% of original sample of 497) still participating at the sixth annual measurement wave. Older adolescents at T~1~, *F*(1, 495) = 5.90, *p* = 0.02, partial η^2^ = 0.01, and adolescents from mothers with higher levels of maternal depression symptoms at T~1~, *F*(1, 487) = 6.16, *p* = 0.01, partial η^2^ = 0.01, were more likely to drop out of the study, but there were no significant differences between adolescents participating at all six measurement waves and those dropping out of the study in terms of gender, χ^2^(1) = 0.79, *p* = 0.38, and adolescent depression symptoms at T~1,~ adolescent-reported conflict and support in the perceived relationship quality of the mother--adolescent relationship at T~1~, and mother-reported conflict and support in the perceived relationship quality of the mother--adolescent relationship at T~1~, *F*(5, 481) = 1.40, *p* = 0.22. Little's Missing Completely at Random test showed a normed χ^2^ (χ^2^/df; \[[@CR26]\]) of 1.12, suggesting a good fit between sample scores with and without imputation. Missing data were handled in M*plus* with Full Information Maximum Likelihood (FIML \[[@CR27]\]).

Procedure {#Sec4}
---------

Participants were recruited from randomly selected primary schools in the western and central regions of the Netherlands (for a complete description of the sample, selection procedure, and the inclusion and exclusion criteria, please see \[[@CR25]\])*.* Before the start of the study, adolescents and their mothers received written information about the research and provided written informed consent in order to participate. Each year, the adolescents and their mothers completed questionnaires during home-visits. Trained research assistants provided verbal instructions, given just prior to the filling in of the questionnaires to compliment the written instructions printed above each questionnaire. Other research assistants conducted the data entry to ensure that the data remained anonymous. This study was approved by the medical ethics committee of University Medical Center Utrecht (The Netherlands).

Measures {#Sec5}
--------

### Adolescent Depression Symptoms {#Sec6}

We used the Reynolds Adolescent Depression Scale, second edition (RADS-2 \[[@CR28]\]) to assess adolescent depression symptoms. The RADS-2 is a self-report questionnaire that consists of 23 items of depression symptoms that a person generally feels, which are measured on a 4-point scale ranging from 1 (*almost never*) to 4 (*usually*). Sample items include "I am sad" and "I feel like crying". In a previous study the validity and reliability of this instrument have been shown to be good \[[@CR29]\]. In this study, internal consistency for the total depression scale was found to be good across waves, with Cronbach's α = 0.93 − 0.95.

### Maternal Depression Symptoms {#Sec7}

We used the adult depression subscale of the Adult Self-Report of the Achenbach System of Empirically Based Assessment (ASEBA; \[[@CR30]\]) to assess maternal depression symptoms in the past six months. The ASEBA consists of 18 items measured on a 3-point scale ranging from 0 (*not true*) to 2 (*very true or often true*). Sample items include "I feel worthless or inferior" and "I am unhappy, sad, or depressed". The validity and reliability of this instrument have been shown to be good in previous studies \[[@CR31]\]. In this study, internal consistency for the total depression scale was found to be good across waves, with Cronbach's α = 0.88 − 0.90.

### Conflict {#Sec8}

The 6-item negative interaction subscale of the Dutch version of the Network of Relationships Inventory-short version (NRI; \[[@CR23]\]) was used to assess both adolescent-reported conflict and mother-reported conflict in the perceived relationship quality of the mother--adolescent relationship. All items were rated on a 5-point scale, ranging from 1 (*little or none*) to 5 (*the most*). Sample items include "How much do you and your mother argue with each other?" (for the adolescent) and "How much do you and your child argue with each other?" (for the mother). The psychometric properties of this instrument have been shown to be good \[[@CR32]\]. In this study, internal consistency for the negative interaction subscale was found to be good for both the adolescent-reported scores, Cronbach α = 0.90 − 0.95, and the mother-reported scores, Cronbach α = 0.90 − 0.92.

### Support {#Sec9}

This study used the 8-item support subscale of the Dutch version of the NRI \[[@CR23]\] to assess both adolescent-reported support and mother-reported support in the perceived relationship quality of the mother--adolescent relationship. All items were rated on a 5-point scale, ranging from 1 (*little or none*) to 5 (*the most*). Sample items include "How much does your mother really care about you?" (for the adolescent) and "How much do you really care about your child?" (for the mother). The psychometric properties of this instrument have been shown to be good \[[@CR32]\]. In this study, internal consistency for the support subscale was found to be acceptable for both the adolescent-reported scores, Cronbach α = 0.78 − 0.85, and the mother-reported scores, Cronbach α = 0.71 − 0.78.

Statistical Analyses {#Sec10}
--------------------

To address our study aims, we constructed two separate six-wave longitudinal cross-lagged panel models in M*plus* Version 7.4 \[[@CR27]\]. Specifically, two models were constructed. One model included adolescent-reported conflict and maternal-reported conflict associated with adolescent depression symptoms and maternal depression symptoms in a bidirectional fashion across adolescence. The second model included adolescent-reported support and maternal-reported support associated with adolescent depression symptoms and maternal depression symptoms in a bidirectional fashion across adolescence. All models included 1-year and 2-year stability paths (needed for satisfactory model fit) for all constructs across waves and all within-wave associations between all constructs over waves (i.e., T~1~ correlations and correlated change). Furthermore, the following bidirectional 1-year theoretically relevant cross-lagged paths were included in each model; the cross-lagged paths between adolescent-reported relationship quality and maternal-reported relationship quality across waves, the cross-lagged paths between adolescent depression symptoms and adolescent-reported relationship quality across waves, the cross-lagged paths between maternal depression symptoms and maternal-reported relationship quality across waves, and the cross-lagged paths between adolescent depression symptoms and maternal depression symptoms across waves. In addition, we included adolescent gender as potential covariate in all models by regressing all variables on adolescent gender.

Maximum likelihood estimation with standard errors and chi square robust to non-normality (MLR; \[[@CR27]\]) was used in all models. Model fit was assessed with the Comparative Fit Index (CFI), the Standardized Root Mean Square Residual (SRMR), and the Root Mean Square Error of Approximation (RMSEA) and its 90% confidence interval (90% CI) using conventional standards \[[@CR33]\]. In our baseline models, all longitudinal parameters were constrained to be time invariant (i.e., constrained to be equal across time) for reasons of parsimony. We compared our baseline models to more complex versions of these models in which our parameters of interest, the cross-lagged paths, were estimated freely across time. The comparative fit of models was tested with Satorra--Bentler scaled chi-square difference tests (ΔSBχ^2^; \[[@CR34]\]).

Results {#Sec11}
=======

Descriptive Statistics {#Sec12}
----------------------

The means, standard deviations and intercorrelations between all T~1~ variables can be found in Table [1](#Tab1){ref-type="table"}.Table 1Means and standard deviations of all variables and intercorrelations between all variables at T~1~1234561. Adolescent depression symptoms--2. Maternal depression symptoms0.22\*\*--3. Adolescent-reported support− 0.29\*\*− 0.10\*--4. Mother-reported support− 0.12\*\*− 0.11\*0.26\*\*--5. Adolescent-reported conflict0.33\*\*0.17\*\*− 0.33\*\*− 0.13\*\*--6. Mother-reported conflict0.26\*\*0.22\*\*− 0.14\*\*− 0.18\*\*0.45\*\*--*M* (*SD*)1.63 (0.49)0.25 (0.27)3.90 (0.53)3.50 (0.43)1.66 (0.58)1.52 (0.53)This data for T~2~--T~6~ can be requested from the first author*\*p* \< 0.05\*\**p* \< 0.01

Conflict and Depression Symptoms {#Sec13}
--------------------------------

In analyzing adolescent-reported and maternal-reported conflict in the mother--adolescent relationship in association with adolescent depression symptoms and maternal depression symptoms, our fully constrained baseline cross-lagged panel model had a good fit to the data, SBχ^2^(268) = 424.28, CFI = 0.97, RMSEA \[90%\] = 0.03 \[0.03 − 0.04\], SRMR = 0.07. Freeing longitudinal cross-lagged paths from maternal-reported conflict to adolescent-reported conflict across time significantly improved the model fit, ΔSBχ^2^(4) = 11.14, *p* = 0.03, but stepwise freeing all other cross-lagged paths did not significantly improve the model fit, ΔSBχ^2^s(4) = 1.65 − 7.93, *p*s = 0.09 − 0.80. Hence, we kept all parameters in our model constrained to be time invariant except for longitudinal cross-lagged paths from maternal-reported conflict to adolescent-reported conflict, SBχ^2^(264) = 411.81, CFI = 0.97, RMSEA \[90%\] = 0.03 \[0.03 − 0.04\], SRMR = 0.06. An overview of all significant cross-lagged associations in our model is shown in Fig. [1](#Fig1){ref-type="fig"}.[1](#Fn1){ref-type="fn"}Fig. 1Overview of all significant (*p* \< 0.05) standardized cross-lagged associations (βs) in the model concerning adolescent and maternal depression symptoms and adolescent and maternal reported conflict across six successive years. \*Longitudinal cross-lagged paths from mother-reported conflict to adolescent-reported conflict were only significant from T~1~ to T~2~ and from T~2~ to T~3~

Results suggested two bidirectional longitudinal associations between adolescent depression symptoms, adolescent-reported conflict, and maternal-reported conflict. First, results showed a positive longitudinal association from adolescent-reported conflict to maternal-reported conflict across adolescence (βs = 0.08 − 0.09, *p*s \< 0.001). We also found a positive longitudinal association from maternal-reported conflict to adolescent-reported conflict from early to mid-adolescence (T~1~ − T~3~, βs = 0.10 − 0.21, *p*s =  \< 0.001 − 0.02). Second, results showed a positive longitudinal association from adolescent-reported conflict to adolescent depression symptoms (βs = 0.04 − 0.05, ps \< 0.006). We also found a positive longitudinal association from adolescent depression symptoms to adolescent-reported conflict (βs = 0.06, *p*s \< 0.001). Furthermore, a unidirectional positive longitudinal association was found from maternal depression symptoms to maternal-reported conflict (βs = 0.06 − 0.07, *p*s \< 0.001). Finally, results showed a unidirectional positive longitudinal association from maternal depression symptoms to adolescent depression symptoms (βs = 0.05 − 0.06, *p*s = 0.003).

Support and Depression Symptoms {#Sec14}
-------------------------------

In analyzing adolescent-reported and maternal-reported support in the mother--adolescent relationship in association with adolescent depression symptoms and maternal depression symptoms, our fully constrained baseline cross-lagged panel model showed good fit to the data (SBχ^2^(268) = 463.73, CFI = 0.97, RMSEA \[90%\] = 0.04 \[0.03 − 0.04\], SRMR = 0.06). Stepwise freeing all cross-lagged paths did not significantly improve the model fit (ΔSBχ^2^s(4) = 0.85 − 9.51, *p*s = 0.05 − 0.93). Hence, we kept all parameters in our model constrained to be time invariant. An overview of all significant cross-lagged associations in this model is shown in Fig. [2](#Fig2){ref-type="fig"}.Fig. 2Overview of all significant (*p* \< 0.05) standardized cross-lagged associations (βs) in the model concerning adolescent and maternal depression symptoms and adolescent and maternal reported support across six successive years

Results suggested a similar pattern of findings for support in the mother--adolescent relationship as for conflict in the mother--adolescent relationship. Specifically, results again suggested two bidirectional longitudinal associations between adolescent depression symptoms, adolescent-reported support, and maternal-reported support. First, results showed a positive longitudinal association from adolescent-reported support to maternal-reported support across adolescence (βs = 0.08, *p*s \< 0.001). We also found a positive longitudinal association from maternal-reported support to adolescent-reported support (βs = 0.07 − 0.08, *p*s =  \< 0.001). Second, results showed a negative longitudinal association from adolescent-reported support to adolescent depression symptoms (βs = − 0.07 to − 0.08, ps \< 0.001). We also found a negative longitudinal association from adolescent depression symptoms to adolescent-reported support (βs = − 0.05, *p*s = 0.004). Furthermore, a unidirectional negative longitudinal association was found from maternal depression symptoms to maternal-reported support (βs = − 0.03 to − 0.04, *p*s = 0.007). Finally, results showed a unidirectional positive longitudinal association from maternal depression symptoms to adolescent depression symptoms (βs = 0.05 − 0.06, *p*s = 0.001).

Discussion {#Sec15}
==========

In this study we hypothesized that adolescent-reported and maternal-reported perceived conflict in the mother--adolescent relationship and adolescent and maternal depression symptoms would have bidirectional and positive effects with one another. Additionally, we hypothesized that adolescent-reported and maternal-reported perceived support in the mother--adolescent relationship and adolescent and maternal depression symptoms would have bidirectional and negative effects with one another. This study found only partial support for our hypotheses: higher adolescent depressive symptoms were indeed bidirectionally associated longitudinally with higher adolescent-reported conflict and lower adolescent-reported support. However, higher maternal depressive symptoms were only unidirectionally associated with higher maternal-reported conflict, lower maternal-reported support and higher adolescent depression symptoms. Finally, positive bidirectional longitudinal associations were found between adolescent-reported and maternal-reported conflict, and between adolescent-reported and maternal-reported support.

In other words, there are bidirectional and positive longitudinal associations in how the adolescents and their mothers perceive either conflict or support. It would appear that the adolescent's perception of conflict strengthens his/her mother's perception of conflict and vice versa. The same can be said of support. Additionally, the only other finding of bidirectional and longitudinal associations was that of adolescent depression and adolescent perceived conflict and support. In respect to adolescent perceived conflict, the relationship with adolescent depression was positive, which would indicate that adolescent perceived conflict is a risk factor for adolescent depression. However, with respect to adolescent perceived support, the relationship with adolescent depression was negative, which would indicate that adolescent perceived support is a protective factor for adolescent depression.

The final two findings seem to indicate that a mother's depression can be viewed as a psychosocial risk factor to the adolescent. The first finding seems to indicate that the mother's depression negatively influences her perception of her relationship to her adolescent. And for the second finding it would appear that the mother's depression negatively influences the adolescent's depression. These findings agree with previous studies that have found that maternal depression acts as a significant risk factor for adolescent depression. In a review of the literature that focused on adolescent and mother depression in relation to interpersonal relationship \[[@CR20]\], it was stated that depressed adolescent negative view of themselves strongly influenced by the negative evaluation they received from their mothers. In a similar review of the literature \[[@CR35]\] it is asserted that studies have also found that depressed mothers many times tend to exhibit overcontrolling and overprotective behaviors toward their adolescent. These dysfunctional behaviors lead to conflict between the mother and adolescent and this conflict, in turn, leads to the adolescent developing depression symptoms \[[@CR35]\].

The findings of this study emphasize the importance of including both mothers and adolescents in exploring how the perception of relationship quality affects one's own depression symptoms \[[@CR36]\]. These findings which are in line with interpersonal theories of depression might be also of interest to the interpersonal treatment of depression. Interpersonal theories of depression form the basis of IPT-A \[[@CR19]\] which focuses on perceived relationship quality and depression. The findings of this present study would seem to emphasize the IPT-A, how an adolescent perceives the quality of his/her relationship with his/her mother influences the mother's perception the quality of her relationship with her adolescent and vice versa. Additionally, the finding that maternal depressive symptoms influence adolescent depressive symptoms is also in line with interpersonal theories of depression and IPT-A. However, IPT-A generally only focuses on the adolescent \[[@CR37]\], while this study demonstrates that the same interpersonal processes also occur in the mothers and that the mother's depression negatively influences the adolescent's depression. At the moment IPT-A is many times only given in an individual therapy form \[[@CR37]\]. It is conceivable that the effects of IPT-A might be increased by also involving the mother in the therapy and exploring both the adolescent's and the mother's negative thoughts on their perception of the quality of their relationship. The associations found in this study could be addressed in future IPT-A effectiveness studies that include the adolescent's mother in the therapy.

Nevertheless, an important limitation of this study should be acknowledged. This study focused only on self-reports of depression symptoms from adolescents and their mothers from the general community. The use of self-reports of depression symptoms from adolescents and their mothers from the general community should not be confused with a clinical diagnosis of a psychiatric disorder. A structured clinical interview could have been used to help determine the strength of the association between the self-reports of depression symptoms and an actual diagnosis. However, it has also been suggested that prospective longitudinal community studies of psychopathological symptom dimensions may help circumvent the problem of referral bias that frequently occurs in the clinical setting and may better characterize the course of developmental psychopathological symptoms \[[@CR38]\]. Still, future studies in the clinical setting could be conducted to replicate these findings.

Summary {#Sec16}
=======

In sum, interpersonal theories of adolescent depression assume that adolescent and maternal depression symptoms affect adolescent and maternal perceptions of their relationship quality. However, little attention has been given to examining potential bidirectional prospective associations between both adolescent and maternal perceptions of the mother--adolescent relationship and adolescent and maternal depression symptoms across adolescence. We hypothesized that the longitudinal associations between adolescent and maternal depression symptoms and adolescent and maternal perception of conflict and support in the mother--adolescent relationship would be bidirectional. In this 6-year longitudinal study, bidirectional longitudinal associations were found between adolescent depressive symptoms and higher adolescent-reported conflict and lower adolescent-reported support. In contrast, maternal depressive symptoms were only unidirectionally associated with higher maternal-reported conflict, lower maternal-reported support and higher adolescent depression symptoms. Finally, positive bidirectional longitudinal associations were found between adolescent-reported and maternal-reported conflict, and between adolescent-reported and maternal-reported support. The findings of this present study would seem to emphasize the interpersonal aspects of Psychotherapy for Depressed Adolescents (IPT-A), how an adolescent perceives the quality of his/her relationship with his/her mother influences the mother's perception the quality of her relationship with her adolescent and vice versa. Additionally, the finding that maternal depressive symptoms influence adolescent depressive symptoms is also in line with interpersonal theories of depression and IPT-A. Generally, IPT-A only focuses on the adolescent, while this study demonstrates that the same interpersonal processes also occur in the mothers and that the mother's depression negatively influences the adolescent's depression. It is conceivable that the effects of IPT-A might be increased by also involving the mother in the therapy.

In addition to all theoretically relevant 1-year cross-lagged paths, we added all other potential 1-year cross-lagged paths (i.e., the bidirectional 1-year cross-lagged paths between adolescent-reported relationship quality and maternal depression symptoms and between mother-reported relationship quality and adolescent depression symptoms) to our two final models to examine robustness of our findings. These models showed good fit to the data for both support, SBχ^2^(264) = 455.86, CFI = 0.97, RMSEA \[90%\] = 0.04 \[0.03 − 0.04\], SRMR = 0.06, and conflict, SBχ^2^(260) = 408.28, CFI = 0.97, RMSEA \[90%\] = 0.03 \[0.03 − 0.04\], SRMR = .06, but did not significantly improve the model fit for both, ΔSBχ^2^s(4) = 3.30 -- 8.13, *p*s = 0.09 − 0.51. Importantly, including all possible 1-year cross-lagged paths in our models did not affect any of our findings concerning associations between adolescent-reported and mother-reported support and conflict in association with depression symptoms of both informants.
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